There is, however, no uniform agreement on which form of analgesia should be given before reduction, nor on the reduction manoeuvre of choice. In this review I shall outline the common approaches to shoulder dislocation reduction, attempt to dispel some common misconceptions about the condition, and set out a logical management strategy.
Patient assessment HISTORY
Anterior glenohumeral dislocations occur when the arm is forcibly abducted and externally rotated, the majority of patients sustaining this injury in a fall. The two groups most commonly afflicted by shoulder dislocations are the young sporting male and the elderly female.2
The history should encompass questions about past medical history, medications, allergies and, if intravenous sedation/analgesia is to be given, when the patient last ate or drank. EXAMINATION Anterior dislocations can usually be recognised by the lack of the normal convex contour of the lateral aspect of the shoulder but this vital clue may be absent in obese patients and those with fracture-dislocations. Sensation in the arm, particularly in the area supplied by the axillary nerve, should be assessed before reduction as traction reduction manoeuvres may cause stretching of nerve trunks with resultant neurapraxias. Distal pulses should also be sought and, if absent, a precipitous reduction following radiological confirmation of the dislocation is of the utmost importance. Patients with a significant history of cardiorespiratory disease should have both of these systems examined clinically, particularly if they are to be given intravenous medication. 
Treatment

ANALGESIA
Despite the considerable pain associated with this injury there is a vogue for reducing dislocations without any analgesia. This practice has evolved mainly for the convenience of the physician. It requires only one operator, monitoring is not mandatory, and once reduction has been effected the patient can be discharged promptly from A&E."8 A few patients will tolerate reduction without analgesia, but they are in the minority and must be carefully selected. Patient comfort is paramount and should not be compromised by a need to increase patient turnover in A&E.
There are several options for pain control available to the emergency physician. Entonox is widely used as the sole means of analgesia during reduction,7 but elderly patients in particular have difficulty using it effectively.
An excellent alternative is to deliver the N20:02 mixture through an anaesthetic circuit using flow meters, as no effort is required on the part of the patient to ensure delivery of the mixture. Regional anaesthesia-that is, suprascapular'°" and interscalene brachial plexus blocks,"-has been used with moderately good results. Intra-articular lignocaine has also recently been shown to There is considerable logic in the individual movements as described by Kocher. Flexion at the elbow is thought to relax the hold of the long head of biceps on the humeral head. '7 Adduction of the arm moves the humeral head laterally, thereby stretching subscapularis. External rotation stretches the internal rotators further and moves the head over the glenoid rim. At this point the head may fall into position, facilitated by the pull of the rotator cuff muscles. If not, elevation of the externally rotated arm in the saggital plane presents the smallest area of the humeral head to the glenoid'0 with reduction being further aided by adduction of the externally rotated arm across the chest before internal rotation ( fig 2E) . The Milch manoeuvre was described in 1938 for subcoracoid dislocations. The operator abducts and elevates the arm while fixing the humeral head with his contralateral thumb. At the point of maximum abduction, firm pressure is exerted over the head of the humerus to effect reduction ( fig 3A) . Traction on the abducted arm was not described originally and has been added by other operators. 19 20 30 The theory behind this manoeuvre is that in the fully abducted position the muscles acting about the shoulder joint are aligned in the same plane and are thus not working against each other. As a result, there is less chance of causing a fracture during manipulation. It is a safe procedure with no reported complications and is thought to be relatively painless7 20 30; however, no prospective trial to date has compared pain scores for different reduction manoeuvres based on objective assessment.
If reduction has not been successful using the standard Milch manoeuvre, one can apply traction on the abducted arm accompanied by firm pressure over the humeral head with the fingertips. The arm is then abducted while maintaining traction and pressure over the humeral head. The operator's fingers in this instance act as a fulcrum over which the humeral head can move ( fig 3B) .
The external rotation method, as described by Leidelmeyer,"6 is essentially the initial movements of the Kocher manoeuvre, that is, adduction and external rotation with the patient in a supine position (fig 2A and B) . External rotation, aided by gravity, should occur over several minutes to minimise muscle spasm. This is an atraumatic method which has achieved success rates of up to 80% for subcoracoid dislocations."8 39 Failure to achieve reduction with this technique occurs most commonly in the elderly and may be due to absence of the pull of the rotator cuff muscles on the humeral head when there is a complete tendon tear. In one review of patients over 40 years of age with anterior dislocations, 90%
had full thickness tears.40
The scapular manipulation manoeuvre has achieved popularity in north America, but is not widely used in the United Kingdom.
Originally described by Bosley and Miles,2" it has high success rates.4l"" Patients are placed prone, with the affected arm hanging vertically from a trolley with a 5 or 15 pound weight attached to the wrist. After five minutes the operator manipulates the scapula by pushing its inferior angle medially (fig 4) . The reduction may be facilitated by applying traction and externally rotating the arm. This technique has the disadvantage of being difficult in obese individuals and of requiring the patients to be prone. This position can pose difficulties for certain patients, particularly if they require intravenous sedation/analgesia and airway management is a priority. It has been performed in the seated4' and supine positions44 but under these circumstances it is recognised as being technically difficult and painful.
SUBGLENOID DISLOCATION
These dislocations often have an associated fracture of the greater tuberosity of the humerus and are seen more commonly in older patients. Because of the inferior position of the head in relation to the glenoid, traction is essential for reduction. The Hippocratic method, where the operator applies traction on the arm while providing countertraction with his foot in the patient's axilla45 (fig 5A) , was thought to have been introduced specifically for subglenoid dislocations.27 Additional external rotation of the arm will facilitate reduction. Alternatively, countertraction can be employed using a sheet and an assistant ( fig 5B) This is rare and is beyond the scope of normal A&E practice.
FRACTURE-DISLOCATION
Classification is into three types,50 two part, three part, and four part.
Two part A fracture of the greater tuberosity occurs in approximately 10% of dislocations and is usually associated with the humeral head in a subglenoid, low subcoracoid, or subclavicular position. The reduction manoeuvre used will depend on the position of the humeral head. Dislocations associated with a humeral neck fracture, whether displaced or not, should probably be reduced under general anaesthesia with image intensification in order to diminish the risk of neurovascular damage. Apparent two part fractures may inadvertently be converted to three part with closed reduction in A&E when undisplaced neck fractures are not seen on the original films. ' 6) outlines the sequence of reducnion manoeuvres that I would recommend in the approach to anterior dislocation reduction.
